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Brief CommunicationsThoracoscopic approach to the resection of an
azygos vein aneurysm
Thomas D. Person, MD, Christopher B. Komanapalli, MD, Hannan Chaugle, MD,
Paul H. Schipper, MD, and Mithran S. Sukumar, MD, Portland, OreIdiopathic azygos vein aneurysms are uncommon. Approxi-mately 30 cases have been reported in the literature to date.1In many of these cases, the aneurysm was asymptomatic.However, reported symptoms have included mass effect
with superior vena caval compression, right main stem bronchus
compression, and pulmonary embolism. This case is the first report
of presyncopal symptoms as a result of an azygos vein aneurysm.
Clinical Summary
A 61-year-old woman presented to the emergency department with
lightheadedness, nausea, and leg weakness. Her past medical his-
tory was significant for hypothyroidism, for which she was taking
levothyroxine (Synthroid). Her initial evaluation included ortho-
static vital signs, which revealed significant orthostatic hypoten-
sion. Her chest radiograph was grossly normal, and a computed
tomographic scan of the chest revealed a posterior mediastinal
mass (Figure 1) that was enhancing. This was believed to be
consistent with a mediastinal tumor, and magnetic resonance im-
aging of her chest and spine confirmed this mass without yielding
another source for her symptoms. She underwent endoscopic ul-
trasonography through the esophagus that revealed an anechoic
mass with weak Doppler signals. Needle aspiration yielded only
blood elements. She was referred to our institution and, after
evaluation by means of pulmonology and thoracic surgery, was
approved for thoracoscopic resection of her mediastinal mass.
After appropriate patient positioning, 3 thoracoscopic ports were
placed. The lung was deflated to reveal an aneurysmal dilation of
the azygos vein (Figure 2). The vagus nerve was noted to be
running in close proximity and might have been responsible for the
patient’s symptoms. Proximal and distal control was obtained after
incision of the pleura and encircling the azygos vein. Then a linear
vascular stapling device (US Surgical, Norwalk, Conn) was used
to resect the aneurysm. After removal of the aneurysm, the inci-
sions were closed, and the patient was taken to the intensive care
unit for observation overnight. She was then transferred to the
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day 1 and discharged
on postoperative day 3
after an uneventful
course. Her symptoms,
including nausea,
lightheadedness, and
presyncope, have not
recurred to date, and
she is doing well.
Discussion
Cases with enlargement of the azygos vein can generally be
divided into 3 categories. First are a few reported cases of trau-
matic disruption of the azygos vein, resulting in pseudoaneurysm
formation. Second are cases of fusiform enlargement of the vein as
a result of pressure or volume load, such as in portal hypertension
or inferior vena caval occlusion, either congenital (azygos vein
continuation syndrome) or as a result of neoplasm. In situations of
volume or pressure overload, resection is contraindicated. Finally,
approximately 30 cases have been reported that are likely attrib-
utable to failure of regression of the right supracardinal vein.2
Although some authors have reported observation of these lesions,
resection might be necessary if the lesion is symptomatic, progres-
sively enlarging, or requires diagnosis. This has been done previ-
ously through a right thoracotomy.3
Past reports have clearly described the safety of resection in
cases that are not related to increased azygos flow or portal
hypertension. Some authors have stated that thoracoscopic resec-
tion would be ideal,4,5 and there are 2 reported cases of thoraco-
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thoracoscopic resection. In one case injury to the vessel wall
required conversion to thoracotomy,4 and in the other the authors
declined to resect the aneurysm in an elderly woman.5 After an
extensive literature review, we believe that this is the first reported
Figure 2. Azygos vein aneurysm before dissection.The Journal of ThoraciA second important issue is whether to resect such an aneu-
rysm. In many cases the diagnosis might be difficult to make
preoperatively. Even in situations in which it is made preopera-
tively, the natural history of such an aneurysm is unclear. In one
case report the aneurysm was watched and enlarged, ultimately
requiring resection.3 In symptomatic patients such as ours or in
which the diagnosis is unclear, we believe resection is indicated. It
might be reasonable to observe an asymptomatic azygos vein
aneurysm because rupture has not been reported. Essentially, the
decision to resect must be made on an individual basis.
In conclusion, although azygos vein aneurysms are a rare
clinical problem, their consideration in the diagnosis of a posterior
mediastinal mass is important. If resection is necessary, we would
advocate a thoracoscopic approach because it is feasible and
appropriate.
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